showing loss ofjoint space, cystic changes and chondrocalcinosis (Bothwell et al. 1965) , family studies (Powell 1964 (Powell , 1965 , iron absorption (Walters et al. 1975) and total body iron stores (Williams et al. 1967) . Patients with idiopathic hiemochromatosis often have a high alcohol intake, varying between 20 % and 70 % in different series. Possible explanations of these findings are that some alcoholic beverages may have a high iron content, e.g. wine (Mc-Donald 1963) , and that alcohol has been shown to enhance iron absorption from the gut (Charlton et al. 1964) . The arthritis associated with alcoholic cirrhosis does not have the same distribution as the arthritis found in the patient described (Huskisson & Hart 1975 ). Hamilton et al. (1968 studied 32 patients with hiemochromatosis and found 16 with arthritis, of whom 10 had chondrocalcinosis. Two patients were studied at postmortem: deposits of calcium pyrophosphate were found in the joints but no iron. In other series of patients with hemochromatosis the incidence of arthritis was between 24 % and 70 %. The etiology of the arthritis is not clear, but it has been suggested that iron deposits in the joints actively inhibit pyrophosphatase. Williams et al. (1970) compared 42 cases of idiopathic chondrocalcinQs sis with 20 cases of hemochromatotic chondrocalcinosis. In the first group the arthritis had the distribution of osteoarthritis and the chondrocalcinosis was not always related to clinical arthritis; in the latter group, however, metacarpophalangeal joints were frequently affected and the chondrocalcinosis was always related to the arthritis. In 2 of 7 synovial biopsies in the latter group iron deposits were found.
In the patient described the liver biopsy is diagnostic of hemochromatosis. The In Februaryl974 he presented at Charing Cross Hospital complaining of epigastric pain, fullness after meals and weight loss. There was a visible smooth mass in the epigastrium on examination and a barium meal suggested an early pancreatic pseudocyst. Laboratory investigations were normal. No active therapy was advised at this stage.
In May 1975 he complained of inability to eat large meals or drink beer without discomfort and he had lost weight. The mass in the epigastrium was bigger and a barium meal confirmed the presence of a pancreatic pseudocyst (Fig 1) .
At laparotomy the stomach was deformed into a crescentic tube by the pseudocyst, which contained 3 litres of fluid (amylase content 13 200 Somogyi units per 100 ml). A posterior cystgastrostomy was performed. Recovery was uneventful and the patient has remained well since. Discussion Blunt pancreatic trauma is uncommon but the incidence is increasing as the number of road traffic accidents and 'seat belt' injuries rises. Solid viscera are infrequently affected by blunt trauma (MacLeod & Nicholson 1969) and isolated pancreatic injuries are rare (Tang et al. 1974) . The overall mortality of pancreatic injuries is 20% (Northrup & Simmons 1972) but isolated injuries have a higher mortality related to the diagnostic difficulties. A history of forcible compression of the upper abdomen and contusion of the anterior abdominal wall, especially with disruption of the recti muscles, indicates possible intra-abdominal injury. However, the diagnosis is often missed until a pseudocyst develops months later.
Pseudocysts, the commonest complication of pancreatic injury, occur in 75 % of patients managed conservatively and in 30 % of all survivors (Northrup & Simmons 1972 Hastings et al. (1975) showed that spontaneous resolution is rare and the secondary complications of spontaneous rupture, infection and massive haemorrhage have such a high mortality that surgical treatment is required. External drainage (with a recurrence rate of 29 % and a mortality of 11 %) has largely been abandoned in favour of internal drainage to the stomach, duodenum or a Roux-en-Y jejunal loop. In 1903 Mikulicz related the dangers of pancreatic surgery to the anatomy, difficulty of diagnosis and the nature of the organ. In the context of pancreatic trauma these factors must still be taken into account and pancreatic injuries deserve the respect and aggressive treatment that their morbidity and mortality rates demand. 
Mrs B H, aged 47
Presented in June 1974 with eighteen years' ankle oedema following her last pregnancy and one year's intermittent cyanosis of the hands. Examination revealed legs thickened below knees, with peripheral cyanosis and cold extremities. Routine blood count, urea and electrolytes, liver and thyroid function tests, serum calcium, phosphorus, alkaline phosphatase, creatinine clearance, urinary 5-HIAA, antibodies, ANF, LE cells and X-rays of hands and feet were all normal. In October 1974 a lymphangiogram suggested a granular pattern of lymph node replacement by fat or fibrous tissue although the vessels and thoracic duct were normal. She complained at this time of intermittent epigastric pain, fatigue, diarrhoea and weight loss and had hepatosplenomegaly. Barium meal and follow through normal; liver function tests normal; glucose tolerance test flat.
